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DECLARATION by APPLICANT: 3045 ST Wven wa:

131 hereby confirm that all detalls in this Form are True to the best of my knowtedge. Any felse statemant will render my Application & ongaing aesistance. if any,
limble for mejection/cancellation.

) | soiemnly confirm that assstance, if received from Koshika Foundation, will be used only for the “purposs”, 85 stated in this Form, for which such assistance

‘was requesied by me.

3} | heraby confirm that | have not & will not in future, avall of relmbursemant, in part o i full, from any other scurcalemployerfinsurance company, of the amount
for which fnis assisiance is requested
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AGREEMENT by APPLICANT ( suies zi )

1} By affixing my signature or thumb impression on this Farm, | {Applicart) hereby agree & authorise Koshiks Foundatlon and it's Trustees to
usalpublish/pul-up/reproduce my neme, addrass, photo & details ol the “purposs”, for which such assistance is requested/granted, through any

madium, Including but not imited to verbal, print, electronic. for soliciing donatfions for Koshika Foundation and/or disseminating information about it's

aclivitiesfachievements. Such use of my pholo & details can be mada by Koshika Foundation before or afier my treatment or fulfliment of the *purpose®
fer which assistance is being requested.

2} | {Applicant) further agrea thatl any such usa of my nama, address, phota & detalls of the "purpose”. for which such assistance is requestedigranted,
will nol automalically entitle me for recelving or continuing the sald assistance. The decision for granting and/or continulng the assistance will rest solely
with the Trusiees of Koshika Foundation, snd their dacigion is thig regard will ba finad and accaptable to ma.
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AGREEMENT by HOSPITAL (wesss g ®im)
By affixing hereunder, signature of our Authoriged Signatony for recommending this case/palient for financial assistanca from Koshiks Foundation, we
{Hospital) hersby sffirm & sccept following:
1} thiat we naither ara presently nor will In future avail of financigl assistance from another NGO or any other source, for the same patient'case, as wa are
raquesiing to get from Koshika Foundation, to the sxient thal such assistance i grantad by Koshika Foundation. If the requestied assistance is nol granted
by Koshlka Foundation, [n part or in full, then the Hosplial reserves [1's right to make up the shodtfall from anather NGO or any other source. This
confirmation assantially states thal the Hospital will not avall any duplicate assistance for the same patienticasas fram any other NGO or any other sourcs,
2) Thie: assistance from Koshika Foundation is only financial in nature, The choice of the tresiment/procedure sdvised/conducted by the Hospital on the
patient, |5 based on the arrangemant betwean the patient & the Hospital, and s in no way influenced by Koshike Foundation. Hance, the Hospital will

assuma sole & complete responsibility of the treatment & Il's outcome 4 safety of the patient, and Koshike Foundation will have no role or responsibility
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